INTRODUCTION
Trichophyton erinacei is a member of the Trichophyton mentagrophytes complex, a zoonotic dermatophyte that is very rarely isolated as a human pathogen. It often causes a localized itchy rash at the size of contact, such as the extremities, and is typically reported in the context of hedgehog exposure. [1] [2] [3] [4] [5] [6] [7] [8] Epidemiologically, T erinacei was first recognized in New Zealand then in Europe, Africa, and Australia. Case reports existed in East Asia since the early 2000s in Japan, 7 Korea, 1 and Taiwan. 5 We report the first case, to our knowledge, of T erinacei arising in Southeast Asia in the context of hedgehog exposure.
CASE REPORT
A 37-year-old woman with a history of human leukocyte antigen (HLA)-B27epositive spondyloarthropathy treated with methotrexate (7.5 mg once a week) and prednisolone (10 mg once a day) presented to the emergency department (ED) and subsequently dermatology clinic for a pustular rash over the left hand. It started 2 weeks prior as a single pustule on the thumb before spreading to involve the whole palm. It was itchy and painful. She had intermittent fevers for the previous 2 weeks.
She reported an exposure to cactus sap and getting pricked in the plant nursery she was working in before the onset of the rash. During her first presentation in the ED, there were small erythematous pustules over the first dorsal web space and scattered over the palm (Fig 1) .
On dermatology review 2 days later, the number of pustules was increased, coalescing into small pustular lakes over the palm and dorsal web space (Fig 2) . The nails were uninvolved, and there were no other rashes on other parts of her body.
The initial impression was a contact dermatitis to cactus sap with secondary pyoderma. The differential diagnosis was pustular psoriasis in view of her history of HLA-B27 spondyloarthropathy. A swab was taken from the pustule for bacterial, mycobacterial, and fungal cultures. She was treated with oral Augmentin, topical betamethasone dipropionate, gentamicin and miconazole, and potassium permanganate compress and advised to avoid gardening until the lesions healed.
On review 6 days later, new pustules continued to develop; hence, a skin biopsy was performed with deeper tissue specimens sent for culture. The histology findings showed spongiotic dermatitis with subcorneal pustules and a neutrophilic infiltrate. Septated fungal hyphae were seen in the stratum corneum (Fig 3) .
Fungal culture from the skin swab and skin biopsy grew T erinacei; bacterial and mycobacterial cultures were negative. The mold was initially isolated on Sabouraud dextrose agar with chloramphenicol and Mycosel agar (Becton Dickinson, Franklin Lakes, NJ) at 308C. Urease was positive at day 4, and the final identification was confirmed based on 100% similarity of internal transcribed spacer region sequence to T erinacei ATCC 28443 on the National Institutes of Health database. 9 Subsequently, we discovered that she was in contact with her friend's pet hedgehog on 2 occasions in the month before the rash and was bitten and pricked by its thorns. She was given a 2-week course of oral terbinafine with remarkable resolution of the rash (Fig 4) .
DISCUSSION
T erinacei is the most common dermatophyte isolated in hedgehogs, with infection rates of 20% to 47%. 6 Other than hedgehog exposure, other reported exposures include an elephant 10 and direct human-to-human contact by kissing. 3 Immunosuppression use in our patient likely predisposed her to infection after contact with the hedgehog. Infection typically occurs at the sites of contactmost commonly the hands as in tinea manuum, 1, 4, 6, 7 and less frequently as tinea facei 2, 8 and tinea kerion barbae. 3 They may present as an erosive inflammatory vesiculopustular eruption 1, 5 or scaling eczematous plaques mimicking eczema. 1, 4 Infection in hedgehogs may be asymptomatic or may present with scaling and loss of quills. Diagnosis is confirmed by culturing the fungus on agar plates and DNA sequencing. Topical antifungals are rarely adequate, and systemic treatment options include terbinafine and itraconzole. The animal ideally should be treated as well.
Such zoonotic infections are rare and, as in our patient, the inoculating event may be only determined after isolation of the fungus. 3 An index of 
